The purpose of this study was to assess the perception and to examine the ethical dilemma faced by critical care providers in a tertiary teaching hospital in Tanzania when caring for terminal patients. 
Introduction
This chapter presents the background information, statement of the problem, research objectives governing this study which have been classified into two groups; general and specific objectives and the research questions of the study. Generally the research aimed to assess the ethical dilemma faced by critical care providers in a tertiary teaching hospital in Tanzania when caring for terminal patients. A case of Muhimbili National Hospital, in Dar es Salaam, Tanzania
Statement of the problem
Ethical dilemmas result in feelings of discomfort, uneasiness which can further complicate to powerlessness, anger and frustrations. Ethical dilemmas are common with End of life issues which is a very sensitive subject and have proved to be a difficult challenge to both nurses and Doctors working in the critical care units, and have been cited as number one cause of stress and stressors in these units globally. Working in ICU can be traumatic for nursing personnel. Critical care nurses are faced with the repeated exposure to death and dying. Often they are involved in caring for patients who have a terminal illness, are actively dying or those who are faced with the possibility of impending death. Critical care nurses often have a difficult time coping with the stress that comes with caring for those who are dying. The nurse is affected more than other HCP because of the longest time frame spend with the patients and often burdened with lots of questions from the patients significant others about prognosis and decisions pertaining the delicate subject of life and death issues leaving the poor Nurse in a both ethical and moral dilemma on which is the best possible solution.
Being an ICU nurse is a job with high demands, including the provision of family support and care. The unique demands and pressures of this role, creates psychological effect to nurses. Nurses suffering from such stress may lose their capacity to perform well in their jobs and this can result in job dissatisfaction and burnout.
General objective
The general objective of this study was to assess the perception and to examine the ethical dilemma faced by critical care providers in a tertiary teaching hospital in Tanzania when caring for terminal patients.
Specific objectives
i) To assess how the critical care Nurses perceive and understands end of life issues encountered during caring for terminal patients. ii) To explore the ethical dilemmas faced by Nurses during the course of duty in caring for terminal ill client. iii) To find out the psychological impact of end of life issues to critical care providers working in the ICU. iv)To determine the challenges encountered by critical care providers working in the ICU.
Research questions
i) What are the experiences encountered by critical care providers working in the ICU caring for terminal ill patients? ii) What are the common ethical dilemmas faced by Nurses when caring for terminal ill patients. iii) How and to what extent the end of life issues affects the psychological well-being of critical care providers? iv)What are the challenges faced by critical care Nurses during practice caring for terminal ill patients.
Significance of the study
The completion of the study came up with useful information that helps the policy makers and political will, of the need to have a law or statutes that guide the HCP when they are faced with ethical dilemma and to be protected as well, when they are required to make decisions. Furthermore, understanding critical care nurses' ethical dilemma issues helps the health care delivery system prepare and educate these nurses more fully on issues relating to the needs of terminally ill patient as well as how to deal effectively with the stress that these situations cause. The study helped the Nurse to understand the legal rights aspect of the patient and prevents unnecessary conflicts.
Limitation of the study
There is no research undertaken without problems or limitations, in this study the researcher expected to come across a number of limitations, which in one way or another could prevent the researcher to perform the duty, though these limitations did not affect the validity and reliability of the study. The researcher expected that, as per Tanzanians culture and personal beliefs it would be very difficult for participants to discuss freely about for example options of withdrawing life support system. It is a very sensitive subject with many people preferring not to talk about it, including other senior medical personnel.
The researcher further expected to face resistance from respondent to participate in the interview because of being busy and some needing incentive. In order to work out these limitations, the researcher provided the respondents with adequate information regarding the significant of this study.
Literature review Introduction
This chapter presented the literature review and the theoretical foundation of the study, definition of key terms and concepts, end of life issues in general, empirical studies and conceptual framework. The literature was reviewed from journals, reference books, working papers and research reports.
Advance directives are a written statement, made in advance by an adult (ie, 18 years of age or older), that appoints someone to make healthcare decisions if a person becomes unable to make decisions and unable to communicate his or her wishes, and/or provides instructions that describe the kind of care a person would want or not want under particular conditions. Physicians, other members of the healthcare team, and family members use these documents to ensure that a person's preferences are honored, (Christine and Teresa, 2005) .
Advance directives do not need to be written or signed by an attorney. Most states require 2 witnesses to the document; many states mandate that the witnesses cannot be the person's relatives, heirs, or healthcare provider. A person can change his or her advance directives at any time or even revoke the document completely. The change or revocation may be made in any way that the person is able to communicate. A third party cannot complete, change, or revoke the directive of another.
Types of advance directives
The 2 major types of advance directives are the Living Will and a Medical Power of Attorney. Both documents are executed only if the person lacks decision-making capacity and is unable to make personal treatment decisions. In some states, a person can give directions about organ and tissue donation within the context of these documents.
• Living will • The Medical Power of Attorney allows a person to name a partner, also called an advocate, proxy, or surrogate, who legally expresses the patient's wishes about medical treatment when the patient is incapacitated.
• The Medical Power of Attorney becomes activated in any situation in which a person is unable to make decisions whether the circumstances are terminal or not. All states except Alabama have statutes that recognize some form of healthcare proxy. Most address all healthcare decisions, but some are limited to terminal conditions, (American Bar Association Commission on Law and Aging, 2004)
Use of advance directives
To date, despite the demand for autonomous decision making by patients, few Americans have prepared advance directives. Although no recent nationally representative studies exist about completion of advance directives, data from previous population-specific investigations suggest that fewer than 25% of Americans have advance directives, (Gilllick M. 2004 ).
There are many reasons for this phenomenon, including the following:
• Lack of knowledge about the document and its use, • Perceived complexity of the process and documents, • Fear that care will be limited without knowledge and/or consent, • Denial of morbidity and mortality, and • Spiritual and cultural values and beliefs Most people assume that families and healthcare providers will make the "right" decisions for them if they lose their decision-making capacity. However, studies show that families and providers are not able to accurately predict patients' decisions, (Covinsky DI, Fuller JD, Yaffe K, et al, 2000)
Barriers
Healthcare providers can play a central role in assisting individuals to complete advance directives. Unfortunately, many providers lack basic knowledge about the documents, have little training on how to counsel individuals about preparing advance directives, and may not appreciate the value of the documents in practice. Some providers believe that advance directives are not necessary for young, healthy patients. However, cases such as Nancy Cruzan and Michael Martin, which provided the impetus for advance directives legislation, show that death does not discriminate.
Facilitating discussions about advance directives takes time that may not be directly compensated, and lack of compensation for providing the service has been identified as a barrier. In addition, because physicians do not accept death as an appropriate outcome of care, they are reluctant to discuss a plan of care that would not be medically aggressive, (Reisfield G, Wilson G, 2004) 
Values and religion
When discussing advance directives, patients must explore their individual values. Values are core beliefs regarding what is right and fair in terms of our actions and our interactions with others, and what individuals believe to be of worth and importance in their lives, (Navaran F.2004 ). The patient's values will guide him or her in making healthcare choices. The following 3 types of values should be considered in this situation:
• Personal values, which form the basis for behavior and include both moral and non-moral beliefs 
End-of-life decision-making
End-of-life care decisions are challenging, because emotions and ethics are attached to actions that can lead to the hastening or perceived hastening of death, (Lippincott W& Wilkins; 2000.)There are fairly universal legal and ethical prohibitions for certain actions, such as active euthanasia, which is the direct killing of a person.
However, other actions, such as physician-assisted suicide, are now legal in Oregon and Washington. In addition, there are other actions that are legally and ethically permissible, but are considered morally objectionable by certain individuals or groups, often centered in faith and/or geographic communities.
These actions include withdrawal of nutrition and hydration, withdrawal of ventilator support, and use of sedation for extreme pain and other symptom control (known as palliative sedation, previously called terminal sedation), (Lorenz KA, Lynn J, Dy SM, et al,2008) What makes end-of-life decision-making even more challenging for the provider, especially during discussions with patients and surrogates, is that the end-of-life terminology that is often used, (such as allowing to die, euthanasia, assisted suicide, physician-assisted death, etc.) can have different meanings to different people. Providers need to be clear in their use of terminology, ensuring that the patient or surrogate is using the term in a manner similar to the provider, (Lippincott W& Wilkins; 2000.)
Health care providers must be sensitive to, and respectful of, the diversity of moral beliefs surrounding end-of-life care, and must clearly understand the moral justifications for actions that may be perceived as hastening death. For example, the "principle of double effect" is often invoked to justify the use of high doses of narcotics to effectively treat pain in terminal illness (although hospice advocates would argue that it is irrelevant here) and the use of sedation to treat intractable symptoms, (Quill TE. 2000). Most doctors and nurses who work in end-of-life care know that, although the narcotic is given to treat increasingly unbearable pain, drugs like morphine given in increasingly high amounts that produce unconsciousness can also hasten death.
Health care providers must also be aware that while legally and ethically, there is no difference between withholding therapies in the first place and withdrawing therapy once it has been started, family members may feel differently. While a clinician's moral obligation is to his or her patient during end-of-life care, the patient-family unit is more often the object of care, even when other family members are not actually patients. Clinicians may have moral duties to the family unit as well as to the patient, especially when end-of-life-care choices run counter to prevailing community sentiments.
Do not resuscitate/do not attempt resuscitation orders (DNR/DNAR)
Choosing to forgo resuscitation is the most common end-of-life care decision. This decision, based on patient or surrogate consent, is enacted when a clinician issues a Do Not Attempt Resuscitation (DNAR) order, which instructs medical personnel not to begin cardiopulmonary resuscitation (CPR) when a patient suffers a cardiac or respiratory arrest, (Lippincott Williams & Wilkins; 2000.) At one time CPR was seen as a medical obligation, rather than a therapy that could be withheld at a patient or surrogate's request. As statistics of survival to hospital discharge after CPR have accrued, it has become apparent that survival rates after CPR are dismal for most people with end-stage diseases, and that resuscitation offers little or no benefit to the terminally ill; in many cases it simply prolongs their suffering. This dilemma has sparked discussions among ethicists about futility and CPR, (Cantor et al 2003) specifically about whether there is a need for informed consent before initiating a DNAR order in certain terminally ill patients, (Lynn J, 2001 ).
Currently, patient or surrogate consent is generally required before a DNAR is issued. The issue of how to handle a situation in which the patient or surrogate insists on CPR despite the fact that it would (Cantor et al 2003) .
While withholding resuscitation for the dying makes clinical sense to those in the medical profession, patients and family members may see these decisions as an attempt to limit other therapies or restrict care. DNAR discussions between provider and patient are, in fact, often the logical starting point for broader discussions about therapy limitation(s); since a DNAR order, by itself, only limits one specific therapy, cardiopulmonary resuscitation.
It is important that patients, their surrogates and hospital staff all understand the limited nature of a DNAR order and appreciate that it is consistent with both aggressive disease-fighting care as well as comfort measures only. By emphasizing the limited nature of DNAR and sensitively exploring patient goals for care, clinicians can help their patients understand and navigate other potential treatment decisions that might arise. Providers can also uncover and address any inconsistencies in choices; for example, patients who request resuscitation, but simultaneously refuse treatment for the underlying condition that will likely result in cardiopulmonary arrest, (Cantor et al 2003) . Even after a decision is made, the clinician and patient can discuss the issue of resuscitation again when a related therapy decision needs to be made.
DNAR discussions with patients and families should always involve honest and sympathetic dialogue, with the health care provider trying to determine as clearly as possible what are the patient's or surrogate's wishes. To further emphasize the value of such discussions, one study noted that in almost one in three cases, the patient's preferences not to use CPR were different than the physician's perception of what the patient wanted (Teno JM, 1995) . The study reinforces the importance of DNAR discussions and other end-of-life issues with patients or surrogates.
Cultural issues in critical care nursing in the ICU
According to (Urden, Stacy and Lough, 2010 ) the critical care nurse needs to 'know the patient' in order to individualize and humanize nursing care. Beliefs about health and illness are deeply rooted in a person's culture.
The response of a patient or family member to the diagnosis or treatment may be strongly influenced by his or her values and culture. Nursing literature acknowledges the importance of providing culturally sensitive patient care, however there is little evidence of cultural awareness in the critical care nurse's daily assessments and interactions with patients and families. According to Lee, Anderson and Hill (2006) , sometimes culture plays a vital part in end-of-life decision-making. An individual sometimes cannot make an independent decision because the family as a whole is considered to be the smallest decision-making unit. Trans-cultural nursing refers to a formal area of study and practice that focuses On providing care that is compatible with the cultural beliefs, values, and lifestyles of individuals. A cultural assessment includes the patient's usual response to illness as well as his or her cultural norms, beliefs, and world views . They highly recommended that critical care nurses must recognize their own individual biases and examine their personal values and beliefs about health and nursing care. Many health beliefs and values are based on commonly held European and American values that have influenced nursing. Some of these beliefs are; beliefs in individualism, informed consent, orientation toward clock time, and belief in God as being the most powerful being. There are other shared beliefs, such as the belief that modern technology and scientific measures will improve a person's overall ill-health. The influence of such values on other cultures may negatively impact on nursing care .
Moral and ethical obligations in critical care nursing in the ICU
In critical care, the appropriate use of technology and information in patient care can be useful yet very crucial. The ICU is run on complicated technology and is a place where critical decisions about life and health are made. Patients in the ICU are acutely ill and although nurses and other health care providers make moral choices and are faced constantly with ethical dilemmas in everyday practice, choices are sometimes difficult and create feelings of uncertainty, conflict, or distress (Zomorodi and Lyn, 2010) . ICU nurses view their role as consisting of multiple goals, with patient care being only one aspect of their daily routine.
The same study showed that the nurses' role in the ICU is currently focused on the curative model, and nurses feel ill-prepared to focus on a palliative, patient-centered role.
In today's society, however, it was found that death is no longer an everyday thought and is difficult to predict and this has resulted in frustration about the nurses' role at the time of death.
Ethics is an integral part of the foundation of nursing. According to Searle (2000) , ethics refers to the study of those standards and values that helps a critical care nurse answer questions about what is right or good. Morals are personal or codes of conduct that define the critical care nurses expected behavior. Not only are they the standards of behavior and values to which critical care nurses are committed as members of society and of a practicing profession, but ethics and moral obligations characterize a critical care nursing profession (Hudack et al. 2008) . A study done by Klein and Alexander (2003) regarding issues that cause moral distress to ICU nurses states that anything that interferes with a nurse's ability to provide optimal patient care has the potential to create moral distress in an ICU. The writer argues that issues such as difficulty acting according to rules and regulations, lack of support structures, rendering of poor quality care, incompetent colleagues and lack of medical resources such as medical equipment are as some of the moral and ethical conflicts facing an ICU nurse. In another study done by Langley and Schmollgruber (2006) , it was noted that at the end-of-life, the patient, the family, doctors and nurses are the primary persons involved in the actual ethical decision-making process and they are the human face of care. Decision-making is frequently a frustrating process which can sometimes be disadvantageous to the patient.
Death and dying in critical care units and its impact on critical care providers
In a study done by Wingate and Wiegand (2008) , it was reported that most deaths in a hospital, occur in a critical care unit and that American views on death and dying are very much influenced by Western medicine. It was noted in this study that the Western culture of medicine is diverse and constantly evolving. Critical care medicine and nursing tend to view topics like disease, health, death and dying in a broader context.
Statistics reflected in this study show that most deaths in the United States occur in the critical care settings of hospitals. However, Western medicine remains based on scientific, rational and objective principles.
The American Association of Critical Care Nurses has maintained that critical illnesses should never become an ordinary experience for nurses (Morton et al., 2005) . These authors argue that knowledge and care go hand in hand: one without the other does not translate into quality care. Therefore, the specialty of critical care requires high levels of preparation and in-depth knowledge to enable the critical care nurse to cope with death and dying. When patients and families hear diagnoses and end results, it can be devastating if the critical care nurse has limited or no knowledge in how to deal with the patient and his or her significant others.
The nurse and patient can feel lost, helpless, and powerless and may handle grief poorly and with fear. Wingate and Wiegand (2008) also stated that even though Advanced Directives are used in America to assist the families of critically ill patients in making decisions regarding the patient's death and dying or in treatment decisions, most patients admitted to critical care do not have Advanced Directives.
According to Niederriter (2009) , surveys done by the Canadian Nurses Association (CNA) revealed that the essential value of providing compassionate and appropriate care to all individuals facing a life-threatening illness should always be upheld and that quality end-of-life care for a dying patient can be best provided if there is collaboration amongst the multidisciplinary team. CNA also suggests that nurses are probably one of the most important role-players in an ICU because they assist and provide direction to the dying patient. Nurses were part of a complex process that was a physically, psychologically, emotionally and a spiritually intimate one which allowed the nurse to develop a therapeutic relationship with the dying patient.
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Research studies that were conducted in Eastern and Middle Eastern countries reveal a different perspective on dying. For example in India, studies discussing issues relating to coping and dealing with terminally ill patients noted that death and dying was an emotive and sensitive issue that could not be talked about casually by health care workers.
There is no cultural acceptance of withdrawing life support or treatment. However, the spiritual tradition of the Indian subcontinent glorifies and welcomes a dignified acceptance of death. It has also been found in this study that since Hindus believe in reincarnation and trans-migration of the soul, they tend to sometimes approach death without fear (Mani, 2003) . Another study done in Saudi Arabia surveyed people of the Islamic faith and the way death was perceived by them. According to this study, there were no standardized nursing plans or strategies that helped nurses care for a terminally ill or dying patient. It was however; very important that nurses acknowledged and respected Islamic religious beliefs and rituals to make the dying process smooth. It was also noted in this study that Islam prohibits assisted suicide, mercy killing and euthanasia. The issue of organ donation is still under debate and is surrounded by a lot of religious controversy (Salman and Zoucha, 2010) .
A Swedish study done by Fridh, Forsberg and Bergbom (2007) reported that there was a significant role that the family played in making death and dying decisions for the patient in an ICU.
It was also noted that the critical care nurse's knowledge of the Swedish culture of death and dying and family presence in an ICU at the time of death was seen as effective end-of-life care. In countries such as Belgium, end-of-life decisions are made every day (Vincent, 2006) . What was noteworthy in this study was that Belgium practices euthanasia and very often in their ICUs, life supporting treatment is withdrawn or withheld prior to death in the critically ill patient.
The study does make note that controversy still surrounds this legislation as doctors and nurses working in an ICU are faced with many moral and ethical obligations of their practice, as many feel that their role function is to ensure well-being and maintain life rather than to assist in ending it.
Dying and death has a different connotation for people of Africa. Many Africans believe that the spirit of the deceased remains in the world and that the dead person can come back embodied in another person. It is believed by many Africans that death stands between the world of human beings and the world of spirits (Searle, Human and Mogotlane, 2009).
In a study done by Eyetsemitan (2002) on the cultural views of death and dying in Nigeria, it was found that the loved one had time to prepare both emotionally and cognitively for death before it occurred. The author suggested that this made coping after a death much easier for significant others to handle. Similar to other African perspectives on death, this study also found that religious beliefs and personality characteristics were important aspects that helped the individual cope with the dying or death of a loved one.
Communication issues in a critical care unit
Good communication in an ICU is a matter of insight and self-awareness, not just language skills (Langley and Schmollgruber, 2006 ). There will always be inherent difficulties with the ICU environment because of its unpredictability and lack of quality time for critical care nurses to care for dying patients and the patients' families. Other problems include communication between doctors, nurses, and patient's families in an ICU. It is said that end-of-life care or care of the dying can be improved if communication measures ensure that all members of the multidisciplinary team are working towards the same goals for the patients and their families (Fouche, 2006) .
According to Urden, Stacy and Lough (2010) the critical care nurse needs to 'know the patient' in order to individualize, humanize and communicate nursing care. Life experiences and value systems can influence the way a critical care nurse perceives death and dying. Events such as the death of a family member or friend, religious upbringing, spirituality, near death experiences and personal attitudes can determine nurses' thought processes related to grief, death and dying.
Experience with death or caring for the dying is emotionally draining. In a study by Dracup and Bryan-Brown A study carried out by Elliot and McKinley (2008) suggested that even though patients in critical care units are too ill to participate in decision making, significant others should be involved in patient care and treatment. According to the same study, critical care nurses can assist by providing physical and emotional comfort to both the patient and the relatives. According to Dracup and Bryan-Brown (2005) , communication amongst the health care team, the patient and the family is essential to devising an adequate care plan for the patient. Patients' responses must be reviewed and communicated each day.
The authors of this article also stated that intensive communication, between healthcare providers and families in an ICU, led to either continued support for patients with the potential to survive or allowed for early withdrawal of life support if it was deemed ineffective. It should be noted that frequent and respectful communication among caregivers about short and long term goals regarding death and dying issues, will not only help patients and families adjust their expectations about what is able to be achieved by ICU care, but will also make difficult decisions and discussions less difficult.
Zomorodi and Lyn (2010) stated that although the traditional role of the ICU nurse was high technology curative care, the increased incidence of disease, death and dying amongst populations has made it clear that ICU nurses felt ill-equipped or unable to communicate with regards to handling end-of-life or palliative care. Critical care nurses have reported not being adequately equipped to communicate with the dying patient or the grieving relative. Nurses often appeared to express a sense of helplessness, frustration, uselessness and guilt when working with patients and families in death and dying situations. Some nurses also appeared to draw from their own life experiences when relating to dying patients or grieving relatives, whilst others became so distressed by the situation that they shied away from any discussion on the topic.
In the critical care unit, death is no longer treated as a natural outcome of life but rather seen as a medical failure. Often the critical care staff is so focused on saving a life that they ignore that the quality of the life saved and the pain and suffering inflicted to save the life are ignored. The findings of the study that was done by Zomorodi and Lyn (2010) revealed that nurses lacked preparedness when dealing with end-of-life care in a critical care environment. Prolonged exposure to the stress and trauma that accompanies patients death and dying, can compromise the critical care nurse's ability to cope, both at home and at work. The study also suggested that emotionally disturbing experiences with death led to ICU nurses presenting with hyperactivity, aggressive outbursts, sleep disturbances and impaired concentration which led to withdrawal, emotional instability and pessimism.
Psychosocial issues in a critical care unit
People facing death tend to suffer from an inability to find meaning. In this last chapter of their lives, lots of issues affect these critically ill patients, ranging from: the inability to be able to deal with family and loved ones, a total dependence on others, a loss of capabilities, the change from being sole breadwinner into a burden on others, being unable to perform the daily activities of living, being cast out of the world of the living, guilt, a sense of abandonment; and from anger about all of this (Hardwig, 2000) .
It was noted in a study done by Klein and Alexander (2003) that health care professionals are not impervious to the emotional impact of the demise of those under their care and even though most nurses are taught Kubler-Ross's grieving process, some of them even go through this process (namely denial anger, bargaining, depression and acceptance) when working with dying patients . For the critical care nurse, negotiating these steps of grief and coping with the psychosocial Texila International Journal of Nursing Volume 2, Issue 2, Dec 2016 demands of the dying patient and their loved ones may be experienced as being more stressful than the complex medical management of patients. One-third of ICU nurses experience burn-out syndrome and this was especially true when the goals of the health care team were at odds with critically ill patients and their families (Niederriter, 2009 ).
Findings from a study done by Glaser and Strauss (2004) suggested that the relationship between the nurse and family members of the dying patient is an important factor in a nurse's ability to cope. This study revealed that the coping abilities of nurses were positively influenced by those family members who understood and responded to the needs of the dying patient and adhered to ICU policy.
The authors further argued that it is within this profound, reciprocal, emotional, and interdependent relationship between nurses and relatives that the nurse caring for the dying patient or one who has died can continue to provide care despite their experiences of overwhelming emotional and physical strain. The ICU can be an unnatural and threatening environment for the patient, and their families as well as the nurse. As much as each one has their own role to play, they are all dependent on each other. The need to finalize or part with emotionally complex information to the relatives or patient, can be very emotionally taxing on the critical care nurse. Information such as the poor progress, poor clinical outcomes, or poor prognosis of a patient can lead to vital and important decision-making.
According to Brysiewicz (2006) , family members are often unable to comprehend the loss of their loved one and that unexpected deaths can compound the impact of grief on family members. The same study revealed that family members also needed to be included and involved in the decision making process and care of their loved one. Hudak et al. (2002) stated that there are still gaps between nurses and families of the dying patient. With modern technology and the state of the art care provided by an intensive care unit, critically ill patients can now be kept indefinitely alive. However, emotionally overwhelmed and confused families can create great distress in even the most committed and dedicated health care worker. In this study it was further revealed that the greatest challenge to humane and appropriate care for critically ill patients is related to the psychosocial adjustment of the family. One needs to understand that, being confronted with the possibility of death is an emotional experience and not a technological one and is an experience that will have a life altering implication for the family concerned. The authors also stated that the emotional features of an ICU, namely the symptoms evoked by ICU stays are just as threatening, as the physical elements such as, life support machines and the sound of alarms beeping. These tend to create a sense of vulnerability because of the emotional and physical dependency of the patient in ICU.
Empirical studies
According to Gondwe, Bhengu and Bultemeier (2011) Nurses experienced numerous challenges in meeting the perceived needs of ICU patients' family members. The main challenge was a lack of preparedness.
Other challenges included a lack of adequate ICU training, and lack of policies to manage family members. Nurses also reported inadequate preparation for providing sustained information to family members; managing the continued presence of family members; promoting family members' abilities to rest; and for dealing with specific religious practices and competing demands for patient and family care.
Lack of experience, the absence of written policies and inadequate education and training of ICU nurses were identified as major barriers for providing support to family members. Farnell and Dawson (2006) indicated that less experienced and less well trained nurses need a period of socialization in order to acquire knowledge and skills to care for patients, before the nurses can provide support to patients' family members. Through experience, nurses learn to know their patients and these patients' family members (Pryzby, 2005) . The nurses' knowledge of dealing with families in crisis affected their attitudes toward family members of critically ill patients. Working in an ICU is emotionally and intellectually challenging as the environment is different from that of the general hospital wards (Farnell & Dawson, 2006) . In the study, none of the nurses had formal ICU training.
Proper family support requires adequate staffing. Nurses were reportedly usually in short supply in the ICUs and could not adequately meet family members' needs in addition to caring for critically ill Texila International Journal of Nursing Volume 2, Issue 2, Dec 2016 patients. Engström (2006) reported that ICU nurses wished that one nurse could take care of family members, while another one cared for the critically ill patient, especially when they had just arrived in the ICU. In this study, having one nurse look after the patient and another one take care of family members was unfeasible due to the shortage of nurses. The continuous presence of family members in the ICUs was stressful to the ICU nurses, interfering with the care rendered to the ICU patients. This "perceived interference" might be due to different cultural, educational and religious backgrounds and dynamics, which could affect family members' behavior in ICU.
Engström (2006) reported that families from different cultures were problematic due to diverse views of appropriate behavior when patients are critically ill. It was reported that nurses needed to be culturally sensitive to family members' needs and should integrate preferred cultural routines into patients' nursing care plans.
Naidoo (2011) conducted the study to explore the critical care nurse's experiences of death and dying. The findings of this study revealed that issues such as communication, multicultural diversity, education and coping mechanisms relating to caring for the critically ill and dying patient are essential in nursing education and practice.
Critical care nurses need to have support networks in place, not only to assist in providing care, but also for their own emotional support.
Conceptual framework

Intervening variables
In this study, the policy and the law/statutes has greater influence on facilitating the quality of health care services offered by nurses in the ICU to critically ill patients. This is because the policy guides the whole process of decision making that nurses are required to make, while the law is the one which protects critical care providers when conflicts arise especially from family members and other activist.
Introduction
This chapter basically provided an explanation on how the study should be conducted. It described the area of study, population, research design, sample size, sampling techniques, data collection methods and tools, data processing and analysis for this study.
Area of study
The study was conducted from Muhimbili National Hospital (MNH) in Dar es Salaam, Tanzania. The area was selected due to the availability of large number of nurses working in about three different ICU available in the hospital. MNH is the referral national hospital and receives a large number of patients who are in a terminal condition. The area was further chosen because the researcher was familiar with the environment a s s h e w o r k s f r o m t h e s a m e h o s p i t a l and t h e r e f o r e expected high response rate from the respondents.
Research design
Research design is a plan of how the research will systematically collect and analyze the data needed to answer the research questions. Thus, it is a generation of evidence that is suited both to a certain set of criteria and to the research question in which the investigation is interested (Bryman, 2001). Kothari, (2004) adds that research design constitutes the blue print for the collection, measurement and analysis of data. According to Polit and Beck (2008: 17) qualitative research is a type of scientific research and investigation that seeks to understand a given research problem or topic from the perspectives of the local population it involves. Qualitative research is especially effective in obtaining culturally specific information about the values, opinions, behaviors, and social contexts of particular populations. The strength of qualitative research is its ability to provide descriptions of how people experience a given research issue and it provides information about the 'human' side of an issue. Qualitative methods are also effective in identifying intangible factors such as social norms, socioeconomic status, gender roles, ethnicity, and religion. This type of data can be acquired by indepth interviews
In order to explore the experiences of the nurses with end of life issues and ethical dilemma they face while caring for terminal patients, a qualitative study using a descriptive phenomenological approach was used to guide the study. This type of approach is useful when the focus is on describing the subjective experiences of the participants and in examining the beliefs and cultures experiences of the subjects. A phenomenon is a fact or occurrence that appears or is perceived. A phenomenological paradigm is concerned with understanding human behavior from the participant's own frame of reference (Polit and Hungler, 2004: 246).
Sample size and sampling techniques Population
A population is a totality of objects under investigations, Kamuzora and Adam 2008. In this study, the population of the study was subgroup of nurses based on qualifications, expertise and experience, working from medical ICU, surgical ICU, cardiac ICU and CCU. All the nurses who met the above criteria were included in the study.
Sample size
The Researcher used the judgment or purposeful sampling technique to select a sub group of nurses basing on the qualifications, expertise and experience. All nurses who had specialized in critical care nursing, and all those who had a vast experience of above five years working continuously in the critical care area and are well with ICU routines, protocols and operating standards procedures were included into the study, as shown from the table3.1 below 
Sampling techniques
According to Martin N Marshall, judgment or purposeful sampling technique in qualitative studies is more intellectual strategy as compared to others, more so considering the researcher vast practical knowledge and experience of working with critical patients, contributed in the selection of the technique. Sample is the number of items selected from the universe to represent a population study. (Adam and Kamuzora 2008). The sample size of this study would be 25 respondents, drawn from medical ICU, surgical ICU, cardiac ICU, and CCU as indicated in the above table created by the researcher.
Data collection methods
In order to obtain the relevant data and information concerning the topic under the study, the researcher employed various methods of data collections. Both primary and secondary data were collected.
Primary data
This is data observed or collected directly from firsthand experience, and not yet manipulated by any other person. Such data is provided by the subject in the study sample through scheduled interaction using structured/unstructured and probing question in form of interviews method. Kothari, 2004 .
Interview
This is a data collection method which was used to collect data and all other required information from the respondents. Both structured and unstructured interview questions were asked to the study respondents.
Texila
The in-depth interview was conducted with the use of an interview guide containing a demographic section as well as a central question to focus the discussion. The purpose of interviewing was to understand the essences, meaning, and values, that participants attributed to the phenomena under study. Interviews were scheduled for thirty minutes, for each participant. The interview was carried out to all 25 nurses who participated in the study.
Secondary data
A secondary data involved the gathering or use of existing data for purposes other than those for which they was originally collected. These secondary data may be obtained from many sources, including literature, industry surveys, compilations from computerized databases and information systems, and computerized or mathematical models of environmental processes (Kothari, 2004) . The secondary data was collected through documentary review available from the ICU are explained hereunder:
Documentary review
This is another method used for the purpose of collecting the secondary data to supplement the primary data. The information collected by other researchers. The researcher went through various documents within the ICUs which contains the relevant information about the study. For example, minutes of family meetings, protocols, guidelines, and policy and information posters.
Data processing and analysis
The researcher analyzed the collected information by using qualitative (descriptive) method. The analysis was based on the statement of the problem, research objectives and research questions. Qualitative analysis involved categorization of data from interviews and field notes into common themes. Interview responses were coded and analyzed by pen and paper, thereafter, contents were transcribed.
Data analysis, observations and findings
Introduction
This chapter is about analysis, interpretation and discussion of the findings. A detailed discussion of the results is done based on research objectives and questions and similar findings are cited wherever required. The chapter will also serve as a baseline for making conclusions and recommendations. Data is presented and discussed with the help of simple figures as a means of summarizing and clarifying on the matter discussed for each finding with regard to the study objectives.
Demographic characteristics of respondents
This part presents the demographic characteristics of informants involved in the study; it presents sub topics such as, gender of respondents, age of respondents, type of orientation in the ICU' and ICU work experience.
Texila International Journal of Nursing Volume 2, Issue 2, Dec 2016
Gender of respondents In this study sex category of respondents were analyzed in order to make the research gender sensitive. The study shows that of all respondents who participated in this study through interviews, (88%) were female whereby (12%) were male. This shows that, the main part of this statistics were collected from female than male. The variation was due to availability of respondents whereby females were more available than men. This can be probably due to the nature of the job in which most nursing positions are occupied by female. For that case therefore, it worthy to conclude that the research was not gender balanced. Regarding the age group of respondents, the study found that, majority of participants who participated in this study were in the age group ranging 41-50, this group constituted 49%, being followed by the other age group of 31-40 which constituted 28%. It was further found that, 13% of informants were in the age group of nurses with more than 50 years, few were found in the age group of 20-30 (10%). These findings implies that, most participants who participate in this study were active adult who have worked for a good number of years with the organization expected to give a valid information about the motivation packages in their organization and its impact to the organizational performance. Working experience is the major factors to determine the ability of the respondents and the correctness of the data provided by them. This is also a big concerned in this study, hence respondents were interviewed on their experience. Experience was grouped into five groups. Research findings show that grand majority of nurses approached have been working with the ICU for more than five years (6-10) this constituted 44%. Followed by (19%) engaged for 11 to 15 years. This shows that the majority of the respondents had enough experience to support the reality of their responses on motivational packages and its impact to the organizational performance. The figure above shows number of nurses with specialized training ICU viz -a -viz those who work based on experience. Out of a total number of 72 nurses working in the ICU, less than 10% are formally trained in critical care.
Age of respondents
Working experience
Assessing how the critical care Nurses perceive and understands end of life issues
The purpose of this research objective was to assess the perception and understanding of nurses working in the ICU towards the end of life issues. Issues discussed in this objective includes, decision making, advance directives, information dissemination, nurses and family relationship and standard operating procedures.
Awareness of nurses on end of life issues
The report shows that, majority of nurses understands and come across end of life issues more frequently in ICU basically and most of them find these issues very uncomfortable and have negative perception towards a number of end of life issues for example they don't support the medical team to decide on withdrawing treatments, they would advocate for normal dearth to occur unless it is the patient himself who determined his/her fate by choosing what should be done as far as DNR is concerned or withdraw of the treatments, religiously and culturally nurses don't support that, they have a strong belief that God himself is the only one who can determine ones dearth despite the prognosis or brain dearth.
There are so many incidents on end of life issues especially for patients who develops brain dearth especially if it is a child, it is difficult to make a decision on one's life. Nurses believe that only God can determine when to take one's life. In the ICU environment there are patients even noting while on the machines, and it is discouraging for the nurses to care for a brain dearth client whereby they know nothing will come out of it, somehow it is a waste of resources which would have benefited the other patients whose prognosis are good. And since ICU have limited number of ICU beds factually by continuing nursing that patient one will be blocking a bed for others, the dilemma comes that, who are we to withdraw treatments, and culturally this is a very sensitive issue to even discuss.
"We critically think that, if the patient will not benefit from the admission, for instance, brain dearth patient, you can't change anything, the patient will die, let him die peacefully and I advocate normal dearth to occur. We must not block other patients who can benefit from the ICU admission by admitting patient whom we already know they can not benefit from the ICU care".
"When it comes to vegetative cases, I will opt to allow normal dearth to occur because I feel and think nobody has the right to take the life, it is only God who can out someone's life, and even culturally it is a taboo, unheard off".
Texila International Journal of Nursing Volume 2, Issue 2, Dec 2016 "I feel the patient with terminal illness should be left to die in peace, no termination of life support system for we are not God, it is only God who can terminate one's life and also culturally it is not acceptable, so I will advocate for one to be given a chance to live until God says it is enough". "I think if a patient is terminal and vegetative there is no need of prolonging life especially if there are no way of reviving that individually, why wasting space, resources that can benefit others. I personally feel that aggressive measures should not be done especially to brain dearth patients but allow normal dearth to occur while preventing suffering by taking care of the pain palliative and ensuring comfort".
It was stressed that, when the patient becomes vegetative nurses and doctors thinks on the best way forward in the best interest of both patient and the family, weighing the pros and cons raising questions such as is the patient going to benefit from this management? Is the condition reversible? What is the prognosis? If all these answers are not for the benefit of the patient, then withdraw of active management is inevitable.
Standards operating procedures
The researcher was keen to find out if there are standard operating procedures which guides the operations of nurses in the ICU, research findings shows that a large number of nurses are not aware and have not seen such manual, but few especially those who have worked with the ICU for longer period hardly said that, there are established standards though most nurses have no idea because they don't practice it. She demanded that all nurses should practice the laid down standards as far as patients care is concerned. The challenge on the implementation of the laid down procedures comes due to the fact that most nurses do not have special skills and competences to follow it. Furthermore, standard operating procedures depends mostly on the availability of resources if everything is available such as drugs, consumables and equipment then standard operating procedures will be followed smoothly, but now it is not possible to do so because there is a lot of improvisation in the ICU set up hence one cannot do procedures properly due to the said reasons.
With regard to the standard of care given to critically ill patients, informants said that "I can't say it is 100%, but we are giving the best to all our patients, depending with the staffing. We wish to deliver, however situations like staffing shortage, lack of consumable also specialists sometimes not there and you wish they would be around to take care or to discuss the way forward of the patient".
It was further said that as the time goes the quality of the service is improving, compared to the time when they started working in ICU, they have a feeling that they are moving toward standards.
"As an ICU specialist I think I deliver up to standard care, years and years of repeatedly caring for these sick patients have made me a very good nurse and improved my working standards as they say practice is the best teacher".
Nurses, patients and family relationship
Maintaining the relationship between nurses, patients and families is crucial in the ICU setting because the family depends much on the nurses who are like bridges between them and the medical team.
Due to severity of the patients conditions most relatives are scared and stressed and it is the nurse who need make sure they understand what is going on reassuring them and encouraging them to actively participate in the patient care in a way they could do such as visitation, bringing food and toiletries and anything that might be needed during the stay in the hospital as well as supporting the patient psychological. Nurses said that, they have a good relation with relatives because there are visiting times for the family and most of the families ask how their patients are progressing despite the seriousness of the problem. However, family members expect to hear good news only, but there are situations that one need to tell the exact situation and this brings about problems when they hear what they would not have expected.
There are several challenges which arise for example, sometime family members have asked other people and have a different information and when a nurse give them something else it brings uncertainties. Another challenge comes on payment of hospital bills. Charges for general wards and ICU are different, but many relatives lacks that knowledge, the first contact health providers are not giving fully information concerning payments creating misunderstanding leaving the nurses in a difficult position to talk about the bills. Conflicts occurs because people are different because of the previous situations that they are or have been experiencing, with some having nursed their patient for a long time or that particular patient was the bread winner, or financial status not good, with all the money finished on hospital bills.
The nature of relationship that nurses have with family members is more supportive and they are working together and assessing what is the needs, what is the family expectations and together they talk and plan on the way forward. Nurses also involve the family in patient RX for example if the patient stays in the ICU for a time and needs a tracheotomy nurses seek consent from the family.
"We had a baby who had been on ETT for more than 2/52 and the parents were informed of the need for tracheotomy and the further was scared so the mother and further discussed the issue and agreed we also discussed with them and explained the benefit".
Also nurses always ask relatives to bring all the consumable used for the patient treatment that is not available such as central line, TPN. Some families agree positively but some don't agree, they feel once they bring the patient to the hospital and pay charges the hospital is obliged to pay for everything. Many of the ICU patients have low economic status so this difficult them to afford. Also the political people tells the public that hospital is free and want them to believe there is free treatment from all government hospitals which lead into public not trusting the nurses at times thinking that nurses are stealing their things.
The study found that, nurses always try to create good interpersonal relationship with the family, however not all relatives are good; some are arrogant and always conflicting with nurses. Nurses involve them in patient management when they ask them to contribute in things like bringing food, toiletries and any other consumable, sometimes, some relatives stop coming to the hospital after being asked to contribute due to poor economic status until when nurses have to look for them, some would have been nursing for a long time until they are broke and lose hope.
Respondents further said that, generally there is no problem as far as nurse patient, family interaction, the only problem comes when the patient and their family are not given enough information, however if you give enough information concerning the illness and care most of them understands, so we constantly health advocate them and answer their questions. My relation with patients is very good, most of the ICU critically ill patients are unable to speak due to critical adjuncts connected to them, so nurses need to use their communication skills to obtain necessary information and give it to the patient.
Conflicts arise due to misunderstanding because the families always have selective hearing, they want to hear good news only and expect miracles from nurses, once they find patient not improving they always have the nurse to blame and when things are good credit is given to the doctor for a job well done. Some relatives appreciate that nurses are taking care of their patients but the problem comes on cost sharing issue, people expect to receive free treatments, so the nurse, client relationship is affected by the issue of payment, with many thinking that it is the nurses who want the public to pay not the government, so enough education is important to educate the mass the significance of cost sharing.
Decision making
With regards to decision making, the researcher was keen to find out if nurses are involved in decision making, research findings shows that, there are situations that a nurse can make decisions but only in emergencies situations, cold cases and long term plan as far as patient management is concerned, it is outside of their jurisdiction. Such decisions are only done as suggestion for the doctor to give the final decision, nurses advise doctors on the best possible management because they work as a team. It also depends with the altitude of the doctor in charge; some never take any suggestions from the nurse. They said that, ICU is somehow different from other places set up, nurses make lot of decisions as far as care and management is concerned. In a set up where there is no doctor coverage 24 hours/7days a week an ICU nurse is forced to make quick decisions especially life serving but for cold cases, decisions are in consultation with all the team members and consultants as well as the family. Most of the time ICU nurses decide what benefits the patient even in the absence of the specialist or doctors or any other workers.
"We do make decisions on nursing issues and incase of emergence we decide treatments and interventions within scope of our practice otherwise most decisions are left to doctors since they have the upper hand on the patient".
The role of nurses in decision making is that they have to consider the patients' rights and stand for the patient, after predicting any problems they need to act and advice the doctor on the way forward and sometime even provide their own decision since they are the one with the patient most of the time. In times of emergence they can make their own decision to save the patient even giving medication and then discuss with the doctor later about my action.
"We sometimes make decisions as far as the patient's information of advice during ward and in cases of emergence we do make decisions to save life and all nursing issues we make decisions for example, a patient has high temperature I will not wait for the doctor, I have to administer antipyretic".
It was further stressed that, nurses are involved in decision making as part of the treatment team, they play their role of advising the doctor on what to do and sometimes in the absence of the doctor during emergencies when there is no time to call, the ICU nurse has to assist and save the patient though decisions are limited to nurse's scope of practice. Doctors always ask the nurses on the way forward since nurses are the ones with the patient longer time. In case of emergence or absence of the doctor nurses make decisions to save life. Even if it is not an emergence case one cannot wait the patient to deteriorate, especially those nurses who are ICU trained.
Information dissemination
The study findings shows that, nurse are only supposed to give information that pertain to nursing care and the supportive care family members are supposed to do, it is more of general, only information pertaining to the nursing scope of practice, anything deeper and outside should be referred to the responsible person. They also communicate information concerning consumables that may be needed by the hospital such as toiletries, food etc. Generally speaking the information given by nurses is very limited, the scope of practices allowed nurses to convey to the family.
The extent of information that nurses give to the family depends on what exactly they want to let them know for example, if they want to explain the patient condition, general condition, how the patient is doing? They always have to assess the perceptions of the relatives before and also ensure that they are capable of giving that information or otherwise they need to refer the issue to someone else, so it really depends with what type of information the relatives wants to know, when it is about the bill, they usually refer to the responsible person. Or if the family wants to see doctors for the medical diagnosis, the nurse will arrange for the meeting.
"As a nurse I always talk about the care that i render to my patient, the scope of our practice limit us a lot on information as we are not allowed to discuss in detail the patients diagnosis, only the doctors can do that".
Usually information given to patients by nurses, it is about the conditions, treatments and if there is anything that nurses would like the family to bring such as toiletries, special food etc., Information in detail about the disease is explained by the doctor who is managing the patient. Nurses are limited by the scope of practice as how much information to disseminate so most of the time we only discuss the nursing care only, disease process we always refer to the doctor for further explanation or reinforce what the doctor has said. Therefore, the information given by nurse is limited to those things within the nursing scope of practice but when it comes to prognosis and medically treatments; it is the doctor who should do that.
Opinion on DNR (do not resuscitate)
Study findings show that, it is the doctors who give that order depending on the prognosis and diseases process. There are patients admitted and it is discovered that the patient has reacted the end of the stage, there is nothing to be done, in case of cardiac arrest then DNR is indicated and clearly documented in the patients file, and then it is the duty of the nurses to keep that patient comfortable, pain free and support till the end. Nurses keep on providing all the nursing care to allow normal dearth to occur.
Even though doctors make decisions based on the prognosis and disease process but as a nurse it is difficult to see patient gasping and not doing anything, there are times nurses have to overlook those decisions and continue to resuscitate patients against the doctors' order, it is one of the dilemma faced. Majority of nurses did not support withdraw of treatments completely; they suggested some assistance to be given to a patient such as oxygen. Nurses would allow normal dearth to occur, their personal belief does not support decision on one human ending life of another person. They believe it is only God who can decide that, furthermore the culture does not support as well. Nurses believe on trying, sometimes if they resuscitate the patient may come up. Below are more reaction of the nurses regarding the issue of DNR.
I don't support the DNR order, especially when the patient is now in the ICU, what is the point of bringing the patient into the ICU and later on say don't do anything, for me once the patient is brought to the ICU then resuscitation should be done. They should not admit patients who are not going to benefit from the ICU wasting resources. We had one patient, who was very sick with Cancer larynx with metastasis, the patient started gasping and I asked the doctor why do we resuscitate, and he said DNR? I asked why he said the patient would not benefit from the CPR and let her RIP. I think it is ok if the diagnosis and prognosis is poor and we clearly see the patient will not benefit from that then the patient should be allowed to normal dearth, however it must be made as comfortable as possible.
Advanced directives
With regard to the availability of advance directives, the study findings shows that, such a thing is not common in this society because of the culture and religious beliefs, though with the few that nurses have been exposed to for example, one isolated case whereby the patient told nurses that incase of cardiac arrest the patient was not willing to be resuscitated and his wishes were granted. Culturally it is considered as witchcraft to decide your fate such as end of life issues; people do not even want to discuss such issues for they make them uncomfortable.
In Africa there is no such kind of thing, one can stay with his grandma even up to 100 and above years and one still want to see her, and it is culture we can't say no. Also people are not knowledgeable, nurses think that even if African people would be educated on the issue still they would not accept it. It was further added that, African society lacks knowledge on advance procedures such as organ transplant, people believe that if one donates any organ will end up being used for rituals or scared of being buried without any organ such a thing will bring curse to the family.
Few nurses have come across patients with advance directives. One nurse told the researcher she came across with a patient who clearly indicated that in case of any incapacitation he should be left to die peacefully, it was a verbal order, fortunately it was honored.
"
I have come across a patient with advance directives because of religious beliefs, his religion didn't allow blood transfusion (Jehovah witnesses) and the HB was 3 and going down, so at the end no transfusion was done and the patient died".
Therefore advance directives in the African society it is not common, least one will be labeled a witch. Probably there is a need to educate the society of such development and keep up with the others in the world.
Psychological impact of end of life issues to critical care providers in the ICU
The purpose of this research objective was to find out the psychological and physical impact of end of life issues to critically care nurses working in the ICU. The study findings show that the majority of nurses are psychologically and physically affected by end of life issues as illustrated here under.
Study report shows that, working in the ICU have both psychological and physical impact to the well being of nurses. It affects nurses so much-because clients are patients they would have wished them to get well unfortunately they die-at times when nurses are trying to do everything possible using all their efforts and time hoping the patient to get well but at the end of the day the patient is not improving at well. This situation affects nurses very much. Sometimes the diagnosis alone is so serious and prognosis poor such that one wishes the patient to die and rest in peace.
Nurses said that, most of the patients in the ICU are critically ill and caring for those patients have improved their knowledge and skills in caring for them. The practice was mentioned to have both positive and negative impact on the nurse's life. The positive way is that it gives them much knowledge through experience that they get repeatedly. The negative way stress that comes seeing those critically ill patients affects them psychologically and socially. Caring for the critically ill patients consumes much of their time, preventing them to participate in social issues because when they get home they are very tired and cannot do other things.
"Time to take care of my family is now limited and even when am off had to reach and search some work related information to update myself on new information now and then".
A nurse specialist with critical care training and more than five years' experience nursing for critical care nurse said that, caring for the critically ill patients is stressful just seeing people suffering and approaching end stage. This affects nurses a lot more psychologically and may progress to physically due to stress and fatigue which may end up prone to sickness such as frequent cold, flue and sometimes abdominal upset and the worst which is burnout and prevent nurses from giving the best to my patients and their families. Some nurses decide to resign from work due to stress and burn out if left uncontrolled. She said that, stress in ICU has left nurses powerless; hopelessly with so many dilemmas on what were they supposed to do in order to change the situation. Also sometimes guilty conscious always hunt nurses, which leave them with questions like, did i do the right thing or not? All these leave nurses with mental torture and regrets.
Another nurse mentioned that, caring of critical ill patients is overwhelming, as she tend to put herself in their shoes and she feels exactly the same way they do, and this always reminds her that in this world human being are passing. This also reminds her that dearth as reality in life and makes her do all the best she could to help them with dignity by providing everything possible. The work is stressful, physically it is tiresome because of the workload that comes after caring of sick people, there is much to done leaving me exhausted and fatigued at the end of the day. She said. Even after going home she fails to carry out her duties as a mother and wife.
Embarrassment is another negative psychological impact among nurses working in the ICU, this was more stressed by a trained care nurse holder of master degree who previously used to work more with children, took care of children who were very ill in a situation where she found herself she has nothing to do to save their life and at the end of the day it is very embarrassing when they die. She noted:
"The situation affects me personally a lot, because I lose hope and always not happy seeing the very sick patients suffering and find myself unable to save their life, it is very embarrassing, and after work when I go home 'm sad, and therefore my family is also affected when they see me unhappy they become sad as well".
She added that, socially her life is disturbed because she always think of those patients even when she is home, her mind would be wondering if the next day she would find her patients alive. She could always ask questions to herself like what she should do in order to save patients life; this situation disturbs the whole social interaction at home.
The study findings further shows that, nurses are also very much affected by the shortage and complexity of equipment necessary to provide best care to the critically ill patients. One respondent Texila International Journal of Nursing Volume 2, Issue 2, Dec 2016 mentioned that at first her experience in critical care unit was in the emergence medicine and biggest challenge was equipment but when she was moved to ICU there was a big different as far as equipment was concerned despite that those two units are almost similar. She added that, dealing with highly technological machines was a big challenge, since she had no formal training in ICU, relying more on experiences and on the job training which she felt was not enough. Shortage of drugs and delay in supply of ordered medication affects her so much as a nurse, in as much as she would like to offer patients the best services, such delay always leaves her feeling helpless. On the other hand, nurses reported that, caring for the critically ill patients in the ICU improves their spiritual wellbeing, knowledge and skills as it has become part of their life. People admitted in the ICU are very ill some are nearer to die, the situation makes nurses get close to God because seeing a dying patient it is something that one don't get familiar with, so through working in the ICU nurses see themselves becoming close to God something which affects their life. The impact was also extends to one's family as one of the respondents noted that:
" 
Exploring ethical dilemmas faced by nurses during the course of duty in the ICU
The purpose of this research objective was to explore ethical dilemmas faced by nurses caring for the critically ill patients in the ICU. The study found that nurses come across a number of dilemmas such as truth telling vs confidentiality, withdraw of treatment vs equality, resource allocation vs equality and so forth.
Ethics and ethical dilemmas in the ICU
The researcher was eager to find out the awareness of nurses as far as the term ethics and ethical dilemma is concerned, findings shows that, majority of nurses understands the meaning of ethics and ethical dilemma in connection to their work; some definitions given by nurses are as follows:
" Findings shows that, nurses come across ethical dilemmas more often between ourselves and with patients, especially in resource allocation for example which one to assign to a ventilator, truth telling against the confidentiality such as HIV Status, whereby the affected patient does not want the family to know and the family are the one caring for that patient; they claim their right to be informed. Brain dearth patients, to switch off life support system or to allow normal dearth to occur, older patient and younger patient who to put first on the ventilator?
Costs telling is another ethical dilemma faced by nurses in the ICU, nurses said that, previously they used to tell relatives about payments but it turned back to them that they are giving relatives information that they are not supposed to give. With some admin telling them to give relatives that information, and relative perceive it like nurse are contradicting with doctors saying this and nurses saying that. For example when a dearth occurs and nurses failing to issue certification because of no payment the conflict arise, relatives blaming nurses for wanting money at the expense of their grief. Nurses have to be very careful and tactical in dealing with situations, encouraging relatives to bring whatever they have and arrange for the social worker to take care of the situation.
During the interview nurses shared with the researcher a number of cases encountered in the ICU that brought dilemma as presented here under.
A five years boy post adenoctomy and pre operatively patient well, intra-op patient got hypoxia! And the further was in denial, could not even see that the baby was vegetative and it was difficult to break the news, for him the baby was just sick and hoping to wake up one day, full of hopes. On the day news was broken to him nurses had to call one colleague who was close to the further and finally they were told the child was brain dead, it was very touching to the side of the family and the medical team, it took some times about two weeks for them to accept the news.
A girl with abortion did not want the parents to know, she was critically ill in a ventilator due to septic shock and the parents wanted to know the source of sepsis, what to do?. A client with very low HB but the religion says no to transfusion and the patient is dying. Two clients with one ventilator which one to choose? It was said that these dilemmas always leaves nurses with lots of questions, uncertainties on what is the best possible decision because any decision made has no right it conflict with the other.
Determining the challenges encountered by critical care providers working in the ICU
The purpose of this research objective was to determine challenges encountered by nurses working in the critical care unit and suggest possible measures to address the challenges. The study found that, lack of skills and competence among nurses, absence of the policy and protocol on withdraw of treatments, inadequate equipment and poor supportive suspensions from the management as the main challenges encountered by nurses in the ICU.
Nurses' skills and competence
Lack of skills and competence among nurses working in the ICU was said to be the major challenge in the ICU. Respondents said that only 25% of the nurses are competent and skilled enough to care for the critically ill patients either because of experience or by training. Most nurses in the ICU do not have special training to care for critically ill patients. The management system of rotating nurses out of ICU was said to have a very negative impact on having nurses who are competent and skilled, because it takes some time for a nurse to master skills of critically care and when one becomes competent she is moved to another unit totally different, making her lose all skills. Nurses should be given the opportunity to follow their area of interest and specialize along that and more formal training should be rendered.
Sometimes nurses working in the ICU are very new and are supposed to be trained how to care for critically ill patients and it takes time to learn because as people they differ, others catch up quickly and rapidly and others are slow learners. However there are few nurses who are very competent especially those having special trainings on caring for the critically ill patients. They are very competent, they have grasped well and are able to teach and help others but they are very few. I'm very competent because of the long period I have stayed in the ICU over these years due to repeatedly practicing and doing procedures, I find myself each day gaining experience and becoming more competent. There is need for more mentorship to new staffs and assessment of their competence, skills be done on regular basis and the training accordingly. Some nurses mentioned that, some senior nurses try to help those who are not competent but most are left unsatisfied with the answers to their concerns, emphasizing the need of formal training.
Most of the nurses' lacks practices and experiences since they are not critically care trained, there are very few nurses who are trained, only five to be precise out of about 30 nurses working in the ICU, and this means that there is a need of formal training and on the job training. They lack service training, self-esteem and interest, they further lack skills on the psycho-social part, the emotional side of the nursing, and therefore training is needed especially for those nurses who do not have ICU training as a specialist in order for a patient to be treated holistically.
At least 50% of the nurses should have the knowledge when you have more than 5 beds. I think more training to nurses should be done. Most of them have a general nursing and this needs special training, and on the job training which must be done locally.
For the moment care given to patients is not up to date due to lack of trainings in order to provide specialized care. The on the job training given now is not enough. Most of things are learnt from the exchange programs whereby some nurses from abroad visit the hospital and some of local nurses also get a chance of visiting the ideal set up for the short courses. This somehow has helped nurses to have insight of what our colleagues in the ideal world are doing; however not all had the privilege to obtain that exposure.
Availability of policy on withdraw of treatment
Study findings shows that, in Tanzania there is no protocol for withdraw of treatment for patients who are brain dead because as per our culture and beliefs every human has the right to treatments until God says stop. "I don't think it is right to withdraw treatments for anyone; it is only God who can do that. I would advocate allowing normal dearth to occur."
Nurses interviewed said that, there is no policy written down, they have neither heard nor seen it. "I have never come across any protocol as far as withdraw of treatment is concerned and I don't support anything like that". However they said, it is a logical thing to withdraw treatments because one cannot continue treatment of somebody who is brain dead and not hoping to achieve anything, all what is needed is to keep them comfortable but not to continue with aggressive treatments.
The above reaction from our respondents precisely shows that, people are strongly tied to their culture and beliefs and does not see the point of having such a protocol since they do not anticipate the practice to practice here in Tanzania knowing that religion and culture will not entertain such a thing.
Equipment and specialized department (ICU)
The findings shows that, the ICU still lack most of the items, consumable, medication and lifesaving equipment necessary for the provision of quality care to critically ill patients. Nurses said, besides ventilators there are many other things that are needed to make up complete unit which are now not available in the unit including ABG machine portable x-ray, Dialysis central lines, TPN (Feeds) etc. There is a need for suppliers' offices to order the above; shortage is of equipment is a big challenge, which make nurses run for greener pastures.
"Very inadequate to cater for the increasing number for terminal ill patients and I suggest more critical units which are well equipped with both human and non-human resources".
However in comparison to other ICU places set up in our country, the ICU set up in Muhimbili national hospital has tried so much, it just miss some equipment, nurses still need more and hoping that the management will keep ordering some more.
Introduction
This chapter contains summary of findings, conclusions and recommendations drawn from the analysis. It is a highlight of issues that were revealed during the research. It also involves recommendations that can help management to overcome the challenges faced by nurses working in the ICU caring for critically ill patients.
Summary of findings
The aim of this study was to assess the perception and to examine the ethical dilemma faced by critical care providers in a tertiary teaching hospital in Tanzania when caring for terminal patients. The study was guided by four specific objectives including: first to assess how the critical care Nurses perceive and understands end of life issues encountered during caring for terminal patients, second to explore the ethical dilemmas faced by Nurses during the course of duty in caring for terminal ill client, third to find out the psychological impact of end of life issues to critical care providers working in the ICU and lastly to determine the challenges encountered by critical care providers working in the ICU.
The study was conducted from Muhimbili National Hospital (MNH) in Dar es Salaam, Tanzania. The population of the study was subgroup of nurses based on qualifications, expertise and experience, working from medical ICU, surgical ICU, cardiac ICU and CCU. All the nurses who met the above criteria were included in the study. The researcher applied both structure and unstructured interview to collect data.
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The study findings show that, majority of nurses understands and come across end of life issues more frequently in ICU and most of them find these issues very uncomfortable and have negative perception towards a number of such end of life issues for example they don't support the medical team to decide on withdrawing treatments, they would advocate for normal dearth to occur unless it is the patient himself who determined his/her fate by choosing what should be done as far as DNR is concerned or withdraw of the treatments, religiously and culturally nurses don't support it, they have a strong belief that God himself is the only one who can determine ones dearth despite the prognosis or brain death.
Second it was observed that, working in the ICU affects nurses both psychologically and physically, psychologically nurses have been affected especially when the patient dies regardless of the effort put to save the patient, the effect may progress to physical due to stress and fatigue which may end up prone to sickness such as frequent cold, flue and sometimes abdominal upset and the worst which is burnout which prevent nurses from giving the best care to their patients and families. It is not easy to see a patient in pain and suffering, knowing very well the prognosis is poor and the patient is not getting better and there is nothing one can do to stop the suffering.
Third, the report shows that nurses come across so many ethical dilemmas in the ICU which leave them with no best answer or solution. Most of the dilemmas are on truth telling; withdraw of treatment to vegetative patients and allocation of resources. In order to work out such dilemma, nurses tend to assess the situation and if possible involve colleagues since they work as a team. Together they analyze the situation and solve it the best way possible, so in the end of the day, no uncertainty on both parties.
Lastly nurses working in the ICUs experienced challenges when caring for ICU patients and their family members. The challenges included a lack of adequate ICU training and the absence of policies as well as inadequate equipment and drugs. Nurses were reportedly unprepared to provide sustained information to family members; abilities to rest; and to deal with specific religious and cultural practices. Nurses also experienced competing demands between caring for the ICU patients and providing support for these patients' family members.
Conclusion
The researcher concludes that, majority of nurses come across end of life issues more frequently in ICU and most of them find these issues very uncomfortable. Nurses have negative perception towards a number of End of life issues for example they don't support the medical team to decide on withdrawing treatments. The study further found that majority of nurses is psychologically and physically affected by end of life issues whereby most of them suffer from moral distress.
Ethical dilemmas encountered by nurses are mostly on truth telling; withdraw of treatment to vegetative patients and allocation of resources. Lastly the researcher found that, lack of adequate ICU training, lack of policies and protocol on withdraw of treatments and inadequate of equipment as the main challenges among nurses working in the ICU.
Recommendations
First and foremost, it has been clear in this research that more than half the nurses interviewed suffer a lot from moral distress due to the nature of their work and ethical dilemmas they encounter during their day to day practice, the current hospital system seems only to care more for the client who is a patient rather than the caregiver. I recommend the hospital management to also support their care givers, both psychologically and physical, through acknowledgement and recognition of the complex nature of critical care work as well as increased workload which is different from other departments.
Psychological support aspect the hospital must be ready to provide Counseling for the nursing staff whenever one shows signs of fatigue and burnt out through supportive supervision. A stressed nurse can never deliver quality care.
Also I recommend that mediate nurse supervisors in critical care nursing be personnel that have qualification and en sight of the clinical duties of the ICU nurse, it logic to supervise something that one knowledgeable as this will help the management to appreciate critical care work. The management should also come up with motivational programs and incentives such as recreation, meals, and cash or in kind.
Shortage of both human and non human resources, the management must ensure well staffing as per universal standards, ideally nurse patient ratio in ICU should be 1:1, the procurement department must ensure the availability of equipment and consumables which all the nurses cited as one of the biggest hindrance to quality care provision and contributes to their dilemmas and stress. The hospital should do enough capacity building to cater for the size of the hospital, ideally and universal standards says, at least 10% of the total hospital bed capacity should be able to be accommodated into the ICU, hence Muhimbili hospital with a bed capacity of 1500 beds, must have at least 150 ICU beds.
Training is another important aspect, to promote a better critical care practice; Critical care nursing is a specialty which calls for special formal training in order to attain the specialized skills and competency needed. Less than 2% of the current nursing staff in critical care are not formally trained, they are working through experience and on job training. Nurses should be send for formal training to acquire the competency skills that are required of a critical care nurse and be able to practice in such a demanding discipline.
Policy makers should also ensure there is a legislation on end of life issues, as of current Muhimbili hospital has no protocol as far as end of life issues are concerned, worse still the country has no policy on such issues, I urge the policy makers through the political will to pass a law which guide the health care providers when they are faced with such issues hence there would be uniformity in all the hospital nationally.
